In the last seven years he has undergone nine operations for dispersal of the cataracts (Figs. 3 and 4) and chelation of the corneal band opacities (Figs. 5 and 6) . His vision with glasses is now right eye 6/24 and left eye 6/9. He is no longer on the Blind register and is a full-time student at a College of Art. This is the primary lesion and is characteristically insidious and symptom-free in the early stages. It may involve one or both eyes and is unrelated to age, sex or the severity and duration of the arthritis. Later in 50 % of our cases some degree of corneal band opacity occurred and in 25 % a complicated cataract developed. Three of our cases have been, or are still, on the Blind register.
The two cases shown illustrate the problem and its management, which has been discussed in more detail by Smiley et al. (1957) . A. I., female, aged 21.
Asthma from age of 16. In September 1956 she developed patchy hypalgesia and weakness of her forearms and hands, feet and lower legs, and rapidly lost 1 stone in weight, with malaise, Chest X-ray: bilateral pleural effusions. Muscle biopsy: no evidence of arteritis.
Course.-She was treated with ACIH and later prednisone. Her cardiac failure persisted and she developed a severe bronchopneumonia which responded slowly to antibiotics. After recovery from this, she made satisfactory progress and her blood pressure has since been normal. The signs of peripheral neuritis receded and her contractures were treated by serial plasters. Her mitral incompetence was unchanged. In March 1957 she suffered for the first time from severe left loin pain and ureteric colic. I.V.P. showed doubtful clubbing of left renal calyces. Urine culture grew Staph. aureus sensitive to Chloromycetin. A course of this and other antibiotics failed to eradicate the infection. She was discharged from hospital on prednisone and digitalis, able to lead a near-normal life. Attempts to lower the steroid dose resulted in recurrences of the peripheral nerve lesions.
In March 1958 she suffered a severe exacerbation of her urinary infection associated with ureteric colic which resulted in her readmission when urine culture again grew a Staph. aureus. Repeat I.V.P. showed an obvious left hydronephrosis and a surgical opinion was sought.
Bilateral retrograde pyelography showed a normal right kidney: urine from the right ureteric catheter showed no abnormality. Urine from the left ureteric catheter grew Staph. aureus. In particular, the left ureteric catheter could not be passed beyond the brim of the pelvis (see Fig. 1 ). Injection of dye up the catheter failed to pass this point. It was thought probable that the hydronephrosis was due to a stricture of the ureter at this point. Operation (17.4.58).-The left ureter was explored, using a Stockholm incision. At the brim of the pelvis the ureter was surrounded by periureteral fibrosis which, on dissection, displayed an almost complete stenosis of the ureter. Proximal to the stricture the ureter was greatly dilated (about 2-5 cm. in diameter). Distally the ureter was completely collapsed (see Fig. 2 ). The stricture was dilated and a very small-bore rubber T-tube was placed in situ.
Post-operation.-The T-tube was removed four weeks after operation. There was no urinary discharge from the wound and the fistula closed two days later. An I.V.P. twenty days after the operation shows the hydronephrosis greatly reduced and the function of the left kidney much improved. She has remained entirely free from symptoms but her urine still contains Staph. aureus.
